INTRODUCTION
The new general medical services (GMS) contract introduced in the UK in April 2004 was heralded as the boldest proposal of its kind ever attempted anywhere. 1 General practices can now earn up to 20% of additional income by satisfying a number of performance indicators contained in a Quality and Outcomes Framework (QOF), which relate principally to chronic disease management and organisational aspects of care. The contract further promised to enhance flexibility in the way services were provided and enabled GPs to opt out of responsibility for out-of-hours care. The aim was to improve working lives for GPs as well as quality of care for patients. 2 A survey conducted in the West Midlands region of England before the introduction of the contract indicated that GPs were doubtful that it would deliver its intended benefits. 3 There was some optimism that it would improve quality of care, particularly in the light of improvements leading up to its implementation. 4 However, this was set against concerns for potential negative consequences for non-incentivised conditions. 5, 6 Pay-for-performance schemes, such as that found in the QOF element of the contract, may additionally threaten physicians' sense of autonomy and job satisfaction, 7 which may, in turn, affect performance. A survey with a random national sample of GPs in England in February 2004 indicated that doctors were pessimistic about the prospects for working life under the new contract, with the overwhelming majority expecting their workload to increase and their professional autonomy to decrease. 8 Despite such apprehensions, GPs' overall job satisfaction was relatively high, and considerably improved from the low point of 2001. 9 They further expected that many aspects of quality of care for patients would improve under the new contract, although nearly one-third thought that care for patients with acute conditions would deteriorate. 8 So, has the contract achieved its dual aim of enhanced quality of care and improved working lives -can 'we have our cake and eat it' as one editorial asked? 10 A national panel of English GPs surveyed before (February 2004) and after (September 2005) the implementation of the new contract provided the opportunity to explore this question from the doctors' perspective, specifically to evaluate their job satisfaction, and their perceptions of the impact of the contract on their working life and quality of care.
METHOD

Participants
The data are drawn from a postal survey questionnaire administered to a longitudinal panel of 
Measures
Job satisfaction was measured with a reduced version of the Warr-Cook-Wall job satisfaction measure, with overall and job-facet satisfaction measured on 7-point scales ranging from 'extremely dissatisfied' (scored 1) to 'extremely satisfied' (scored 7).
14 Job pressure was measured with 20 job stressor items used in similar surveys. 15, 16 Each item was rated from 'no pressure' (scored 1) to 'high pressure' (scored 5). A mean overall job pressure score was derived for GPs who responded to at least half of the stressor items. Other questions included age, sex, contract status (principal, salaried), and number of hours per week typically worked as a GP and on call. GPs were asked all the above questions in each of the three surveys.
In the 2004 and 2005 surveys, a further five items assessed job design (feedback, job control, and job content) and time pressures (inadequate time and conflicting demands). Doctors' views on the impact of the new contract were obtained from 12 items relating to GPs' perceptions of their work lives (seven items) and quality of care (five items). Prospective framing was used in the 2004 questionnaire ('Please indicate how you think the new GMS contract will affect the following issues') and retrospective in 2005 ('Please indicate how you think the new GMS contract has affected the following issues'). GPs were also asked to indicate their personal income after deduction of practice expenses and before tax; response categories were: <£50 000, £50 000-70 000, £70 000-85 000, £85 000-100 000, £100 000-120 000, £120 000-150 000, and >£150 000.
Statistical analysis
Data were analysed using Stata (version 9. Job satisfaction and stressor scores, income, and hours worked were compared across years, with mean income estimated using midpoints of income bands with an assumed lower limit of £15 000 and an
How this fits in
The new 2004 contract sought to enhance working lives for GPs as well as improve quality of care for patients. Immediately prior to the contract's introduction, GPs' job satisfaction was higher than it had been in 2001 but they had concerns about workload and professional autonomy under the contract. This study has shown that job satisfaction has continued to increase with the introduction of the contract, despite perceived negative consequences for workload and autonomy. GPs report working fewer hours and earning a higher income, and their expectations regarding quality of care under the contract have been exceeded. upper limit of £200 000. Prospective and retrospective views of the impact of the new contract and experiences of job design and time pressures were also compared before and after the new contract.
Factors affecting overall job satisfaction and job pressure were investigated through ordinary least squares, fixed-effect, panel data, multiple regression models. The advantage of using a panel design is that it controls for any unobserved characteristics and gives a clearer estimate of the effect of the contract. Multiple regression allows assessment of the affect of one factor on an outcome, holding all other factors constant. The factors of interest were: income, hours worked, and hours on-call; job design and time pressures; and views on the impact of the new contract. For example, it was estimated how much more satisfied a doctor becomes on moving from a lower to a higher income band, holding hours of work, and all other job-related factors constant. Table 1 compares the demographic characteristics of the survey sample with the overall population of contracted GPs in England. 13 The survey sample was reasonably representative, although it tended to have fewer female GPs and a narrower age range than the overall population. In 2004, responders compared with non-responders were more likely to be female (34.2 versus 28.6%) and younger (45.7 versus 47.8 years). There were no differences between responders and non-responders in 2005 in terms of their age (both 47.6 years) or sex (32.9 versus 34.5% female).
RESULTS
Doctors' mean income after expenses but before tax was estimated to have risen by just over £19 000 between 2004 and 2005 ( Table  2 ). The specific aspects of job satisfaction showing the greatest improvements before and after the new contract were remuneration and hours of work (Figure 1a) . The greatest reductions in pressure were from night visits and 24-hour responsibility for patient's lives (Figure 1b) . Table 3 shows the prospective and retrospective attitudes of GPs towards the new contract. Attitudes were generally more positive after the contract was British Journal of General Practice, January 2008 11 (Table 3) . Appendix 1 shows the results of the fixed effects panel regression models of overall job satisfaction and pressure. The coefficient for the year variable was statistically significant in both models, indicating that there were changes in satisfaction and pressure over and above that accounted for by the other measured variables. Increased satisfaction was associated with better experiences of job design and less overall job pressure, and with a more positive view on the impact of the new contract on overall quality of working life and quality of care. Hours worked and on call had no effect on job satisfaction but did increase job pressure. Job pressure increased for GPs who felt their job had become less interesting and subjected them to increased time pressure. Job pressure was also increased for GPs who reported increases in inappropriate demands from patients, reduced overall quality of working life, and reduced quality of care for acute patients.
DISCUSSION
Summary of main findings
The results of this study suggest that 18 months into the new contract, and despite the prior concerns regarding increased workloads and decreased professional autonomy, 8 overall job satisfaction continued to improve, and overall job pressure declined. While doctors' views of the negative impact of the contract on workload and autonomy prevailed, the perceived gains in quality in preventive care and the care of chronic diseases exceeded their expectations and the potential negative effects on the care of acute illness were less than anticipated.
The majority of doctors in this study reported an increased income where only just over half had 
Strengths and limitations of the study
The study had a number of limitations. The response rate to the 2004 survey was 54% and of the GPs responding in 2005, 63% responded again in 2005. While the sample remained reasonably representative of the overall GP population in terms of demographic characteristics, the possibility that it was the least satisfied GPs who left general practice cannot be ruled out. Indeed it would be surprising if they had not, as previous research shows job satisfaction is an important predictor of intentions to quit. 11 It seems unlikely, however, that the new contract had a generally negative impact on GP recruitment and retention as national census data show a higher rate of increase in the overall size of the GP workforce from 2004 to 2005 than previous years since 2001. 18 In earlier surveys, job satisfaction scores appear to vary inversely with response rates: the higher the satisfaction, the lower the level of response. 9 Such potential bias may affect the estimation of the level of satisfaction in any given year, but is unlikely to lead to incorrect conclusions about whether satisfaction has increased or decreased. Furthermore, similar trends in the main variables were found when scores were adjusted for variations in the sample characteristics from the underlying population and the employment of a panel design controlled for any unobserved characteristics of GPs. However, the analysis was restricted to contracted GPs, although these constitute over 90% of the workforce. 18 The banded income measure was relatively crude, which could in part explain its lack of association with job satisfaction and pressure. The study was designed to evaluate GPs' subjective perceptions of the impact of the contract on various aspects of their work life and quality of care. However, such perceptions are important as it is these that affect stress and morale. 19, 20 
Comparison with existing literature
The apparent discrepancy between the decrease in hours worked and GPs' perceptions of increased clinical and administrative workloads could be a function of the difference between objective workload (that is, time spent on work), job weight (that is, intensity or difficulty of work) and subjective workload (that is, feelings of overwork). 21 GPs' job weight may have increased (for example, routine care may be delegated to nurses leaving GPs with complex problems) and so increased their subjective workload. It could well be that the increase in income allowed some GPs to decrease their time commitment, so as to be able to cope better with the increased subjective workload. Free-text comments on the questionnaire indicated that at least some doctors had taken this option. It is also not known how many hours doctors work beyond the typical working week, for example, by doing paperwork at home in the evenings and at weekends. Nor is it known whether such activities were included in their reported number of hours worked.
It could be argued that the increased income and reduced working hours reported by GPs has gone some way towards compensating them for the perceived increased subjective workload and loss of autonomy, thereby increasing overall job satisfaction. The results of the multivariate analysis suggest that decreased hours of work was strongly associated with reduced job pressure which was in turn associated with higher job satisfaction. However, increased remuneration was not associated with either job satisfaction or pressure after controlling for other factors. Such findings concur with previous assertions that workload and pay, although undoubtedly important, do not by themselves ensure high morale. 22 Psychological theory suggests that while inadequate income can bring about dissatisfaction, it is not a satisfier in itself. 23 Other studies have suggested that people have target incomes, over which any increase has less effect on satisfaction. 24 Doctors reported the new contract had a more favourable impact on quality of care than they had anticipated prior to its introduction.
Implications for future research
GPs report that the new contract has increased their workload and decreased their professional autonomy but also increased their income. Eighteen months into the new contract, it would appear that this has been an acceptable trade for doctors: job satisfaction has risen and job pressure fallen, continuing -if not accelerating -improvements already evident between 2001 and early 2004. At the same time, GPs' expectations regarding the likely impact of the contract on their quality of care have been exceeded and other research shows improved overall performance in general practice. 25 The contract could therefore be said to have achieved its stated aims of improving both GPs' working lives and their quality of care.
However, any evaluation of the success of the new contract from a policy perspective must consider the benefits obtained (for example, the likely health gain) 26 in return for the cost of the incentives. There are concerns that the new contract has penalised practices serving deprived populations and detracted from person-centred care. 27, 28 It also remains to be seen whether morale is maintained as doctors become accustomed to their new earnings and as further adjustments are made to the QOF.
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